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Control this vaginal symptom triad 


I. Vaginal Discharge 
2. Vaginal Odor 


3. Vaginal Pruritus 


1. Control Discharge: 


Control of leukorrhea and vaginal infections due to trichomonas, 
monilia or non-specific organisms is possible with CHLorociene 
Duchettes.' Simultaneously, healthy vaginal flora is promoted, 
ond lactic acid production and physiologic restoration 

of vaginal acid pH are fostered tending to prevent return 

of infection and discharge, 


2. Control Odor and 3. Control Pruritus: 


When applied topically, chlorophyll is recognized as an active 
deodorant and as an effective antipruritic.» * 


The beneficial healing properties of water-soluble chlorophyll 
derivatives are also well established? and are a valuable ai 
in the treatment of endocervicitis, cervical erosions, and 


as well as following electro-coagulation of the cervix. 
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FOREWORD 

The Review or SunGeRY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, ete., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the magazine are classified and published under 
the following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

2. Preoperative and Post- 10--A. Abdominal Wall 10--l. Spleen 
operative Therapy 10—-B. Hernia 11. Proctology 

3. Tumors 10-——C. Peritoneum 12. Genitourinary Surgery 

4. Neurosurgery 10—-D. Stomach and 13. Gynecologic Surgery 

5. Head and Neck Duodenum 14. Vascular Surgery 

6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 

7. Thyroid and Parathyroid 10--F. Appendix 16. Traumatic Surgery 

8. Thoracic Surgery 10--G. Liverand Biliary — 17. Miscellaneous 

9. Breast Tract 18. Book Reviews 


The Quarrerty Review or OroRHINOLARYNGOLOGY AND BroNCHOESOPHAGOL- 
ocy and the Quarrerty Review or Ossrerrics AND GYNECOLOGY, with their 
distinguished Editorial Boards headed by Chevalier L. Jackson and Edward A. 
Schumann, are incorporated in the OQuarterty Review or Surcery, Opsrer- 
RICS AND GYNECOLOGY. 

It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classifications for Otorhinolaryn- 
gology and Obstetrics are given in the special sections of this magazine devoted 
to these fields. 

A section entitled International Record of Surgery is included at the begin- 
ning of the Surgery Section containing advanced clinical and experimental reports. 

The suggestions and comments of our readers will be gratefully received. 
Henry N. Harkins, M.D., Depariment of Surgery 
University of Washington, Seattle 5, Washington 
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PULSE: Weak 


Maybe you have an idea that your in- 
vestment program could be in much 
better shape—and it probably could! 

But you don’t have the time to care 
for it properly, can’t really follow the 
stocks you own, have only a general 
idea of their prospects for the future. 

In that case, we think we can help. 

To start with, our Research Depart- 
ment will be happy to analyze your 
present stock holdings . . . give you cur- 
rent details on earnings, dividends, and 
outlook . . . send you an easy-to-read 
summary of just what your investment 
program looks like today—and specific 
suggestions on what it might look like 
tomorrow. 

In addition, if you like, we'll be glad 
to take care of your securities for you. 

We'll insure them against fire, theft, 
and loss . . . collect your dividends, clip 
your coupons... keep you advised of 
your rights and privileges—and mail 
you an itemized statement each month 
of just what you have on hand at 
Merrill Lynch. 

There’s no charge for these services, 
either. 
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Polysal prevents and corrects hypopotassemia without danger of toxicity.' | 
An Electrolyte Solution 


2. Polysal corrects moderate acidosis without inducing alkalosis. 
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creased Potassium fo 


Polysal replaces the electrolytes in extracellular fluid.' and lee 
trolyte eplacement 
J. A. M A Marceh 


4. Polysal induces copious secretion of urine and salt.! 


Polysal, a single solution to build electro- or other electrolyte solutions would ordi- 
lyte balance, is recommended for electro-  narily be given. Write for literature and 
lyte and fluid replacement in all medical, handy wallet-size mEq chart ... Cutter | 7°? ©¢ a4 1000 ce 
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“infiltration and block analgesia 
without fear...””’ 


“minimum of 5 hours’? 
operating time’’’ 


oe““postoperative analgesia 
4 to 9 hours”’ 
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In a very large series of operative procedures (3000 and 2500 cases, 
respectively), Bonica’’ and Moore* found Pontocaine highly satisfac- 
tory for regional anesthesia in virtually all types of operations. 

The very low effective concentrations—0.1 to 0.2 per cent—of 
Pontocaine hydrochloride account for its high degree of comparative 
safety. The anesthetic potency is greater than 1, and the corrected 
toxicity ratio less than 1 when compared with the standard drugs.° 

With Pontocaine “postoperative analgesia is indeed striking and 
gratifying to the patient, surgeon and anesthesiologist.”* Prolongation 
of therapeutic and diagnostic block is another advantage of great 
importance. 


PONTOCAINE 


HYDROCHLORIDE 
Supplied 


0.15 percent solution, vials of 100 cc., 
and instantly soluble “Niphanoid” 
form in 250 mg. ampuls. 


References: 
1. Bonico, J. J: Anesthesiology, 11:716, Nov., 1950. 
2. Moore, J. A. M. A, 146:803, June 30, 195). 
3. Bonica, J. J.: Anesth. & Analg.,. 30:76, Mor.-Apr., 1951. 
Pontocaine, trademurk reg. U. S. & Canado, 
brand of tetracaine 
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Including the International Record of Surgery 


ABSTRACTS 


ANESTHESIA AND ANALGESIA 


112. Vasoconstrictors and Spinal Anesthesia, RALPH M. TOVELL AND RANALD J, M. 
sTEVEN, Hartford, Conn. West Virginia M. J. 48:116-22, May 1952. 


The authors review the major developments in spinal anesthesia from the time 
of Labat to the present day, noting especially the part the vasoconstrictor drugs 
played, both in their use to maintain blood pressure and to prolong anesthesia 
when used intrathecally. Methods currently in use at the Hartford Hospital, with 
special reference to spinal anesthesia for cesarean section, are described. A brief 
discussion of the utilization of total spinal anesthesia in the control of hemorrhage 
concludes this paper. 

Labat did not have originaliy a long acting vasoconstrictor, such as ephedrine, 
available for his use, and thus was dependent upon the Trendelenburg position, 
deep breathing, the use of cold sponges and the injection of caffeine and strychnine 
to maintain the blood pressure and prevent hypotensive reactions. He con- 
demned the vse of short acting vasoconstrictors because they raised the pulse rate 
without necessarily raising the blood pressure, thus duplicating shock. 

The pioneer work of Ockerblad and Dillon in the use of ephedrine is described. 
Greater emphasis is laid upon the researches of Sise and Seevers and Waters 
showing cerebral anoxemia to be a major cause of reflex activity associated with 
spinal anesthesia. Administration of oxygen during anesthesia was felt by these 


171 


writers to be mandatory. The use of ephedrine, prophylactically, and the Tren- 
delenburg position and intravenous fluids, therapeutically, were also recommended. 
Reference is made to the later work of Evans on the use of a continuous intravenous 
infusion of epinephrine in saline, instead of ephedrine, to maintain blood pressure. 

The most recent development, the use of total spinal anesthesia by Gillies and 
Griffith to minimize hemorrhage and provide ideal working conditions for the 
surgeon, is described in detail. The theory underlying the uve of this method is 
discussed. 

Recent reports are noted on the use of vasoconstrictor drugs intrathecally to 
prolong spinal anesthesia. The authors agree with Dripps and Sergent that 
“The gain may not be worth the price.” 

The present standing of spinal anesthesia at the Hartford Hospital is reported. 
The use of simple procaine-pontocaine mixtures, with due regard to maximum 
dosage and without addition of glucose solution to alter the specific gravity. is 
recommended, The use of glucose is felt to be hazardous in that such solutions 
are not freely miscible with the cerebrospinal fluid. A volume control technic is 
used to achieve an adequate level of anesthesia, and the continuous method ts 
preferred for operations of long duration. Further, the authors feel that with 
proper adjustment of the dose, spinal ane thesia may be used with safety for 
cesarean section, Administration of oxygen throughout operation, combined with 
a 0.2 per cent intravenous infusion of pentothal, is advised. 

Other methods, in addition to total spinal anesthesia, for producing hypotensive 
operating conditions are noted, and several questions are raised with regard to 
their use. Experience in the use of an efficacious vasopressor agent, methoxamine 


hydrochloride, is favorably mentioned. Finally, a plea is entered for an experi- 
mental search into the causes of phenomena occurring during spinal anesthesia.— 
Author's abstract. 


In using vasoconstriclors, basic physiologic principles should be kept in mind. 
Cardiac output is affected as well as blood pressure, sometimes in the opposile direction. 
Of the two, cardiac oulpul is the more important consideration. Elevation of blood 
pressure by means of vasoconstrictor drags may be deceplively encouraging. A _re- 
ciprocal reduction of blood flow through the body oflen occurs which, if the drug has 
been unwisely selected or has been used in excessive amounts, may be sufficient to 
disturb vital areas and resull in net harm to the patient.—P. B. P. 


113. Densities of Common Spinal Anesthetic Solutions at Body Temperature. 
HAROLD DAVIS AND WILBERT R. KING, San Francisco, Calif. Anesthesiology 
13:184-88, March 1952. 


The specific geavity of a solution is its density at a given temperature relative 
to the density of walter at a given temperature. This requires that two tempera- 
tures be reported, a situation which is unfortunately infrequent in specific gravity 
reports of spinal anesthetic solutions and human cerebrospinal fluid. Because 
various investigators measure at different, unreported temperatures, values have 
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not. been confirmed, and confusion has arisen. However, only one temperature 
report is necessary when reporting the density of a solution, which is the product 
of the solution’s specific gravity and the density of water. For the anesthesiologist 
a qualitative study indicates that body temperature, 37 C., is most desirable. 
With this in mind, the densities at 37 C. of nine commonly used spinal anesthetic 
solutions and two human lumbar cerebrospinal fluid specimens were determined, 
It is suggested that when a reliable mean density of human cerebrospinal fluid 
at 37 C. exists, then baric gravities, Computed from a comparison of the densities 
of solutions and cerebrospinal fluid at body temperature, can be computed. 
13 references. 1 table.—-Author’s abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


114. Experimental Studies With Intra-Arterial Transfusion. Overtransfusion of the 
Normal Dog. J. BEATTIP, JR., JAMES R, THISTLETHWAITE, BRIAN 
BLADES AND ORLYN woop, Washington, D.C. Surgery 37:411-20, March 
1952. 


Overtransfusions of whole blood were given into the femoral artery of normal 
dogs. The percentage increase in blood volume and the speed of transfusion were 
found to be major factors in the survival of the animal. When an increase in 
blood volume of approximately 100 per cent was given in 30 to 60 minutes, the 
mortality rate was 30 per cent. The animals survived an overtransfusion of 
25 per cent to 35 per cent of their blood volume given in four to five minutes, 

The effects of overtransfusion on respiratory rate, venous pressure, pulse rate, 
and blood pressure are described. The venous pressure reflected an overtrans- 
fusion. In these experiments the venous pressure returned to normal levels 10 to 
15 minutes after the transfusions were completed. 

Animals died either from acute cardiac failure or from signs of plethora and 
cerebral damage. 9 references. 3 figures. 3 tables.—Author’s abstract. 


115. The Care of Burns. wicHarL L. Mason, Chicago, Hl. J. lowa M. Soe. 
42:218-50, June 1952. 


Burns account for from 8,000 to 9,000 deaths a year, and, if this number repre- 
sents 5 per cent of serious burns, the total number of all burns must be enormous. 
In anticipation of mass casualties the National Research Council is directing a 
great amount of study in this field. 


Burns may be looked on as open wounds and treated along the same general 
lines. The day of ointments and antiseptic applications is past. After surface 
cleansing, the burned area is covered with sterile gauze and a resilient pressure 
dressing applied. This is left alone for from five to eight days, at which time 
depth and extent of the burn can be determined. Second degree burns will be 
found to be on the way to healing and are redressed with compression and will 
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heal in a few days. At this initial dressing, the surgeon decides how best to rid 
third degree areas of slough to permit early grafting. Small areas of superficial 
slough may separate spontaneously in 8 to 10 days, often with the help of Dakin’s 
solution. Larger areas may be excised at time of initial dressing or shortly after- 
wards and a skin graft applied within a day or two. 

The general care of the patient is important in the extensive burn. Early, 
shock or impending shock are managed by administration of plasma and whole 
blood, using hematocrit, hemoglobin, and red cell counts as guides. However, 
main reliance is placed on clinical signs and urinary output. Fluids are curtailed 
at the end of 36 to 48 hours when diuresis begins. High protein diet, vitamins, 
and whole blood are given until healing is complete. The goal in all burn care is 
coverage with skin at the earliest possible moment, by the end of the third week 
if possible. 4 references.—-Author’s abstract, 


It has been found useful to use skin grafts at the earliest possible moment as a dressing 
even if they do nol take—J. H. F. 


NEUROSURGERY 


116. The Surgical Treatment of Focal Epilepsy in Conditions Other than Brain 
Tumor, GILBERT HORRAX AND EDMUND M. FOUNTAIN, Philadelphia, Pa. 
Surgical Clinics of North America 32:771-80, June 1952. 


The operative excision of cortical scars in the treatment of focal epilepsy dates 


back to the early works of Horsley and of Foerster. However, in recent years 
much has been done to improve the surgery of epilepsy by many neurologic sur- 
geons. Since 1930, Penfield and Erickson, working in a clinic highly organized for 
dealing with this type of lesion, have tabulated the largest series of cases and re- 
ported in 1946 that 40 to 45 per cent of their patients were markedly improved. 

The authors of the present paper present a series of 56 patients treated at the 
Lahey Clinic from 1934 to 1950 for severe focal epilepsy, with seizures occurring at 
least once a week, uncontrolled by medication before surgery. An interval of 
two years Was used as a minimal follow-up period following surgery, although 
many patients were followed for as long as 16 years. Satisfactory follow-up data 
were obtained on 46 patients. 

Of these, the most frequent cause of brain damage with resulting cortical scar 
was head injury, occurring in 23 patients (5 of them at birth). In 2 patients old 
calcified subdural hematomas were found at operation. In 5 cases infection was 
the agent responsible for localized brain damage. Two patients developed focal 
attacks as a postpartum complication, These were thought to be due to throm- 
bosis. In 1 case a porencephalic cyst was found, in another an old intracerebral 
hematoma. The cause of brain damage was unknown in 15 cases, although arach- 
noidal adhesions and cysts frequently were found. In the remaining 9 patients 
exploratory craniotomies were performed because of focal seizures, but no de- 
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monstrable .esions were disclosed. The patients ranged in age from 5 to 50 years, 
the average age at operation being 21 years. 

The type of operation performed depended on the pathologic findings. For the 
most part, subpial cortical excision was employed, unless the area of cortex sup- 
plied a nonparalyzed extremity. The results of surgery appeared to be the same 
whether the dominant or nondominant hemisphere was involved. In 26 patients 
cortical areas were excised; in 9 cases adherent or thickened arachnoid was re- 
moved; in 5 cases an arachnoid cyst was opened; in 3 cases surgery was limited to 
coagulation of vessels; and in | patient a subdural hygroma wa: drained. It 
generally was found that those patient. in whom cortical excision was carried 
out showed the greatest improvement. 

In a critical evaluation of the results, those patients who had no seizures or 
less than two a year were considered “markedly improved.” There were 17 
patients in this category, or 36.9 per cent. Another 17 patients were “improved,” 
that is, they had fewer seizures than before operation while taking the same pre- 
operative medication. Nine patients showed no change; 3 were regarded as worse. 
In all, roughly 75 per cent of the patients were improved, and half of the patients 
who were considered “markedly improved” are not taking any medication and are 
free of seizures. 19 references. 4 figures.—-Author’s abstracl. 


117. Dumbbell (Hourglass) Neurofibromas Affecting the Spinal Cord. 3. GRAFTON 
LOVE AND HENRY W. DODGE, JR., Rochester, Minn. Proc. Staff Meet., Mayo 
Clin. 27:2419-50, June 18, 1952. 


The authors describe 60 cases of dumbbell neurofibroma, which affected the 
spinal cord and adjacent paraspinal structures and which were recorded in approxi- 
mately 1,000 cases of neoplasm of spinal cord in which operation was performed 
at the Mayo Clinic since 1914. 

Characteristically, the spinal part of these tumor: produced symptoms of cord 
compression When they occurred in the thoracic portion of the spinal cord. At 
the lumbar and lumbosacral levels of the spinal cord, the symptoms were those 
of progressive failure of a nerve root, while at the cervical level the . ymptoms 
often were those of a combination of root failure and compression of the spinal 
cord. Symptoms arising from the extraspinal portion of the tumors varied with 
the level of the lesion and the nature of the paraspinal structures affected. 

Roentgenologic evidence of the dumbbell tumor usually consisted of an en- 
larged, smoothly eroded, intervertebral foramen. Examination of the cerebro- 
spinal fluid frequently revealed incomplete or complete obstruction of the sub- 
arachnoid pathways of the spinal fluid and a value of more than 100 mg. of protein 
per 100 ce. of spinal fluid. Pathologically, all the tumors were neurofibromas. 
Malignant degeneration occurred definitely in | case and questionabiy in a second 
case, 

All the tumors studied were amenable to surgical treatment. 

The average follow-up period after operation was 77 months. Dumbbell neuro- 
fibromas (neurilemmomas) were found to be extremely benign, not infrequently 
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occurring neoplasms affecting the spinal cord and the paraspinal structures. The 
prognosis for recovery after complete removal of the tumor is excellent.--Author’s 
abstract. 


HEAD AND NECK 


118. Tumors and Pseudotumors in the Neck. RALPH GoRRELL, Clarion, Lowa. 
Am. J. Surgery 84:72-76, July 1952. 


The most common mass in the neck is an enlarged lymph node, or nodes. Search 
should be made for a local focus of infection (tonsils, teeth), a primary neoplasm 
or a blood dyserasia causing the lymphadenopathy. 

Multiple masses in the neck suggest lymph node enlargements. Single masses 
should make one think first of congenital abnormality (branchial cyst, thyro- 
glossal cyst, dermoid cyst or cystic hygroma) or neoplasm. 


Location is often almost pathognomonic because of the peculiarities of the 
anatomy and embryology of the neck structures: 


TABLE I 
Viasses in the Neck 


Region Nature of Mass 

Midline anteriorly Thyroglossal cyst or fistula (above thyroid gland 
Dermoid cyst (teratoma ) 
Thyroid gland enlargement 
Lymphadenopathy 

Submaxillary area Submaxillary gland enlarged due to duct obstruction or tumor 
Sublingual gland inflammation, tumor or obstruction 
Lymphadenopathy 
Mikulicz’s disease 

Parotid area Parotid tumors, mumps, duct obstruction 
Lymphadenopathy 

Supraclavicular area. Lymphadenopathy, Virchow’s node 
Aneurysm, subclavian 
Primary pulmonary sulcus tumor 
Lymphosarcoma, teratoma, Hodgkin's disease 
Cervical rib 

Lateral region . Lymphadenopathy 

(anterior and pos- Branchial cyst or fistula 
terior triangles ) Cystic hygroma, teratoma 

Carotid body tumor 
Esophageal diverticulum 

Posterior area Fatty tumors 
Dermoid cyst 
Sebaceous cyst 
Infections (carbuncle, furuncle ) 
Meningocele 


Translucency: The only brilliantly translucent mass in the neck is the cystic 
hygroma. Vascular swellings are compressible whether neoplastic or not. Motion 
with swallowing suggests a thyroid mass. Motion on protruding the tongue sug- 
gests a thyroglossal cyst or fistula, which is attached to the base of the tongue. 
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If pain is the first symptom noted, inflammation is the most likely cause. If 
swelling is the first symptom, a neoplasm may be suspected. The patient may 
mistake a normal structure for a mass. 

Karly fixation may imply inflammation. Malignant tumors are not fixed until 
infiltration has occurred. Injury usually has no relation to a neck mass. 21 refer- 
ences. 3 figures.—Author’s abstract. 


Tumors of the neck have long been classified on the basis of location, and the author's 
review and usage of this classification is timely. Although severai differential points 
in diagnosis of inflammation or neoplasm are suggested, il should be emphasized thal 
biopsy is indicated for any persistent abnormal lymphadenopathy. —kd. 


PLASTIC SURGERY 


119. Reconstruction of Injuries Following Excessive Radiation Therapy. PAUL w. 
GREELEY, Chicago, Ill. Am. J. Surg. 83:342-46, March 1952. 


Much has been known about the hazards of overexposure to radium and roentgen 
rays for many years. In spite of this knowledge and in spite of repeated teachings, 
the repair of injuries of this nature continues to be one of the major items in the 
practice of all plastic surgeons. It is not a subject of local importance, but one of 
international scope. These complications frequently produce tragic results, not 
only as local deformities, but many patients are driven to morphine addiction in 
their effort to obtain relief from the severe pain and itching that is ever present. 
Also, many developmental deformities and local growth arrests are seen following 
irradiation over the epiphysis of growing children, 

The origin of radiation injuries does not always follow the same pattern. Many 
arise as incidental by-products in the necessary roentgen therapy of underlying or 
deeper malignant disease. Others follow overzealous treatment of cutaneous 
lesions that might well have been treated more judiciously by surgical excision 
from the onset. Another group arises following treatment by conscientious phy- 
sicians who have not been trained properly in administration or who are not 
aware of the potential hazards involved. Severe damage may also arise following 
treatment of a person whose skin is unusually susceptible or from the effect of an 
x-ray machine that has not been properly calibrated. | have been impressed by 
my observation of several patients who have sought plastic surgical repair, who 
had received roentgen therapy as long as 50 years previously, only to have ulcera- 
tion and carcinomatous degeneration occur after this long period of time, Con- 
versely, | have seen | patient who had squamous cell degeneration of an acute 
x-ray ulcer that followed six months after excessive therapy for a simple basal 
cell carcinoma of the skin over the ankle. Late changes are not surprising however, 
when one remembers that the endarteritis of the underlying vessels is an irre- 
versible process and this, plus normal arteriosclerotic changes in the vessels, is 
bound to arrive at a state of diminished local nutrition, so that breakdown becomes 
inevitable. 
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However, when comparing the vast number of radiation treatments that are 
given, the actual total of injuries is relatively small. But to the plastic surgeon 
who sees many patients with such injuries, the number seems entirely too large. 

Severe pain, itching and finally ulceration are the typical subjective symptoms 
of chronic radiation dermatitis. Permanent alleviation, however, cannot be ob- 
tained until all of the damaged tissue has been excised. Following radical surgical 
excision, the complete relief is dramatic and permanent cure can be anticipated as 
soon as the defect created by the surgical excision has been closed. 

The essential pathologic finding is an obliterative arteritis or hyalinization of 
the vessels in the damaged area. This is an irreversible obliterative process that 
is seen in the arteries, veins, capillaries, and lymph vessels and which produces 
interference in the nutrition of the affected tissues. White necrosis or anemic 
gangrene occurs eventually, which finally results in ulceration. 

A certain percentage of lesions degenerate into squamous cell carcinomata, 
which in my experience is approximately 50 per cent. | have 1 case in which the 
lesion deteriorated into a spindle cell sarcoma, 

Permanent cure can be anticipated only when all the damaged tissue has been 
excised back into an area of good blood supply. After the surgical excision, the 
remaining problem is then one of reconstruction of the resultant cutaneous defect. 
15 references. 6 figures..—Author’s abstract. 


It is worthwhile lo emphasize repeatedly the pitiful slate of patients with post- 
radiation changes in skin, so thal they may receive the only logical trealment which 
is excision of the pathologic lissue.—Ed. 


THORACIC SURGERY 


120. An Inexpensive Efficient Catheter for Aspiration. sown w. PENDER, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 27:188-89, April 23, 1952. 


Several special types of catheters are available for satisfactorily clearing the 
respiratory passages. However, these special catheters are not always available 
at the time and place that they are needed, and they are more expensive than 
ordinary catheters. An ordinary rubber urethral catheter can easily and in- 
expensively be converted into an efficient aspirating catheter by punching two 
small holes at right angles, and just proximal, to the single large hole at the rounded 
end, A regular leather punch has been found to be the most satisfactory instru- 
ment for making the proper-size holes in the urethral catheter. Since a minimal 
amount of rubber is removed smoothly, the wall of the catheter is weakened to a 
minimal degree. 2 figures.—-Author’s abstract. 


121. The Functional Anatomy of the Lung. Leroy bv. VANDAM, Philadelphia, Pa. 
Anesthesiology 13:130-41, March 1952. 


In this paper the author attempts to review some of the anatomic features of 
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the lung which underlie its function and provide defense against infection and 
injury. The structure of the primary lobule and its ultimate grouping into second- 
ary and tertiary lobules and finally the lung segments is described. The role of 
the larynx as a valve of the respiratory tract is presented. The anatomic structure 
of the larynx which allows it to play a role in respiration, circulation, and in the 
development both of intrathoracic and intra-abdominal pressure is gone into, 
After the larynx, the tracheobronchial tree with its partial cartilaginous ring, its 
protective lining of cilia, and the musculature enveloping it is presented from the 
standpoint of its role both in ordinary function and in the prevention of infection. 
References to the innervation of the lung, its possible role in asthma and other 
reflex activities are described, particularly from the standpoint of anesthesia. The 
dual blood supply of the lung with the pressure relationships existing both in the 
pulmonary and bronchial arteries and the function of the bronchial artery in 
providing collateral circulation are pictured, Finally, the protective aspect of 
collateral ventilation in the lungs and their relation to the prevention of post- 
operative pulmonary complications terminates this review of the anatomy of the 
lung. In summary, this paper presents the anatomic substratum of pulmonary 
function and defense. The theme of the paper is that pulmonary function is 
intimately related to structure and that most measures designed to prevent pul- 
monary complications merely support the lung’s natural ability to maintain a 
normal status. 28 references. 7 figures.—Author’s abstract. 


ABDOMINAL SURGERY 

122. The Blood Pattern in Pre-Symptomaltic Malignancy of the Gastrointestinal 
Tract. H. LEONARD BOLEN, Fall River, Mass. Am, J. Digest. Dis. 19:127-30, 
May 1952. 


Gastrointestinal malignancy has a tendency to remain hidden, and in many 
cases by the time the neoplasm has been located it is incurable. It is most urgent 
to find some simple test for detecting presymptomatic cancer to reduce the present 
delay from onset of symptoms to surgical intervention. This holds for cancer at 
any site, but especially for cancer of stomach and intestines which presents a 
confusing problem in diagnosis. 

The simple blood droplet test evolved by the author has been used by him and 
others in the office and at the bedside for the detection of cancer, and when studied 
along with clinical and laboratory data, it has been found to be correlative and 
informative. Blood obtained by puncturing the fleshy portion of the patient's 
finger-tip is allowed to dry in the form of three droplets on a glass slide. During 
this procedure the finger-tip is held with light but uniformly constant pres: ure and 
allowed to touch the under side of the glass slide lightly three times. The first 
drop may be too thick or too heavily rimmed or slightly smeared; the second and 
third drops should form a definite clear pattern if allowed to dry undisturbed on 
the righted slide in a horizontal position. 
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The blood patterns in a series of patients with gastrointestinal conditions were 
studied over a period of 12 years to note the working applicability of the test. 
When cures were obtained by surgery, radium implantation, irradiation, or by a 
combination of these methods, the pattern changed from positive to negative 
within a short period of from six to eight weeks. In some instances this blood 
droplet test pointed to the presence of early carcinoma before there was any clinical 
or roentgenologic evidence. Slides made on ulcer patients, some with severe 
hematemesis, all showed a normal pattern. Also it was negative in other con- 
ditions such as regional ileitis, colitis, gastritis, and diverticulum. 

In dealing with some patients, the personal factor must be reckoned with. 
When the pattern of early malignancy appears, it is often diflicult to impress 
upon the patient the gravity of the situation. He is reluctant to go to the hospital 
for a thorough examination, since in many instances he is not ill, or thinks he is 
not. Then, when he is convinced that it is unwise, even dangerous to procrastinate 
further, there is the obstacle of the surgeon who may not accept the evidence on 
the slide. Eight cases are taken at random and reported briefly to show the un- 
happy result of failure to heed the positive blood pattern. Case | is typical. 

Kk. K., male, age 60, was admitted to a local hospital for dizziness, pains in the 
knees, and weakness of the legs. The diagnosis was primary anemia, combined 
sclerosis, and chronic myocardial disease. He left the hospital against advice 
May 7, 1934, four days after admission. 

He was next seen at the office October 6, 1942, complaining of pain in the lower 
abdominal region. He stated that he had been taking liver parenterally and 
orally since 1934. At this time the blood pattern was negative. He returned 
February 12, 1944, with pain throughout the entire abdomen. He consulted a 
surgeon who did not feel sanguine about operation because of the patient's age 
and the primary anemia. The blood pattern was now positive. The patient 
consulted another surgeon who made a diagnosis of subacute appendicitis. Febru- 
ary 26, laparotomy revealed an atrophic, retrocecal, fibrotic appendix embedded in 
adhesions. An annular mass in the transverse colon was removed. The pathologic 
diagnosis was adenocarcinoma, undifferentiated and rapidly growing, invading all 
coats, and involving the extraserosal tissue. This patient was discharged April 21. 
His bowels moved three times a day through the colostomy, and he had one move- 
ment via rectum; but hard stools necessitated straining. He was readmitted 
July 25 for closure of the colostomy and discharged August 18. He was seen at 
the office on several occasions and the blood pattern on the slides remained positive. 
He died July 24, 1945, of carcinoma of the sigmoid colon, with metastases to the 
inguinal lymph nodes. 

In the author's experience, over a period of 10 years, this biood pattern test has 
proved itself over 90 per cent correct. It is simple, inexpensive, and can be per- 
formed in the office during the course of a routine physical examination. 

Once the pattern of early cancer is recognized, every effort should be made to 
locate the neoplasm and institute prompt therapy. 
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The test should be repeated at frequent intervals to ascertain results of therapy 
and to determine prognosis. 

It is hoped that the routine use of this simple method will furnish a clue to the 
presence of cancer, make possible earlier diagnosis, adequate therapeusis, and 
achieve a greater percentage of cures. 29 references. 4 figures.— Author's abstract. 


This is a very interesting report. In general, opinions differ so much concerning 
the value of blood lests for cancer thal additional evidence is needed before such a lest 
as described here can be accepled withoul some reservation.T. G. O, 


VASCULAR SURGERY 


123. Traumatic Arteriovenous Fistulas and Aneurysms in War Wounded. A Study 
of 101 Cases. 84M FP. SEELEY, CARL W. HUGHES, Washington, D. C., FRANCIS N. 
cook, Miami, Fla. and banter c. ELKIN, Atlanta, Ga. Am. J. Surg. 83:471-79, 
March 1952. 


At the time of this report, Walter Reed Army Hospital, the U.S. Army vascular 
surgery center, treated LOL patients with 106 arteriovenous fistulas and false 
aneurysms ina 15 month period. All were Korean casualties. The ratio of lesions 
was two arteriovenous fistulas to one false aneurysm. Initially, surgery on all un- 
complicated cases was delayed three months from the time of injury. During this 
period a series of studies was done, including oscillometric and skin temperature 
determinations, blood volumes, cardiac outputs, cardiac silhouette measurements, 
Branham’s phenomena, electrocardiograms, circulation times, blood pressure deter- 
minations and others. The cardiac silhouette was significantly increased in size 
in several patients with arteriovenous fistulas; following surgery the heart size 
returned to within normal limits. The pulse rate dropped as much as 52 beats in 
one case when the fistula was occluded. The electrocardiograms showed no changes. 


Kight false aneurysms and five arteriovenous fistulas were operated upon as 
emergency procedures because of expanding sacs. In two other instances thrombi 
from false sacs occluded the distal artery, requiring emergency surgery. 


Of the 101 cases, 90 were operated upon. There were four spontaneous closures. 
The other seven are awaiting surgery. The bulk of this discussion is confined to 64 
major vessel lesions, with emphasis on reestablishing circulation. In the common 
and internal carotid artery group, 2 common carotid arteries were anastomosed. 
Of 24 subclavian, axillary and brachial arteries, 12 were anastomosed or grafted. 
In the external iliac and common femoral group, four were repaired by anastomosis 
or graft. Of the superficial femoral artery lesions, 8 of 14 were repaired by anastomo- 
sis and graft, while in the popliteal group of 19 lesions, 9 arteries were restored in 
continuity. 

Initially, ligation and excision was the accepted procedure. However, arterial 
insufficiency led to our development of the technic of restoration of major arteries 
by artery repair, anastomosis, homologous artery grafts or autogenous vein grafts. 
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A comparison of 29 patients with ligation and excision of lesions in major vessels 
with 35 patients having reconstructive procedures, showed 24.1 per cent arterial 
insufficiency in the former and only 2.8 per cent in the latter. When ligation of 
vessels of the lower extremity was studied separately, arterial insufficiency was 
found in 43.8 per cent of 16 patients. 

In the management of these 64 major vessel lesions, the policy changed from 
ligation and excision of the vascular lesions to one of reconstruction of the artery. 
Twenty-three were repaired or anastomosed, seven autogenous vein grafts and five 
homologous artery grafts were used to reestablish continuity of 54.7 per cent of the 
major arteries operated upon with only one failure. 11 figures. 7 tables.— Author's 
abstract. 


This is an impressive series of cases and ably demonstrales the technical feasibility of 
restoration in many cases. Repair or anastomosis would seem to be indicated whenever 
possible. Next in line, aulogenous vein grafts would appear to offer the best chance for 
success. 

It is conjectural whether a waiting lime of 6 to 9 months allows for the grealer develop- 
ment of collateral circulalion. One might thus reduce the incidence of arlerial insuffi- 
ciency in those cases in which reestablishment of continuity is not possible. Editor. 


124. Relationship of Esophageal Hiatus Hernia to Angina Pectoris. FRANKLIN R. 
nuzum, Santa Barbara, Calif. J. A. M. A. 148:1174-77, Apr. 5, 1952. 


The similarity between the symptoms of heart disease and hiatus hernia has 
often been pointed out. Just how frequently patients with angina pectoris have 
associated hiatus hernias, how often the symptoms of hiatus hernia simulate those 
of angina pectoris, and how frequently hiatus hernia occurs in persons without 
heart disease are questions not yet definitely answered. 

The present study concerns the number of hiatus hernias found in 100 private 
patients with a diagnosis of angina pectoris, and the incidence of hiatus hernias in 
957 persons upon whom x-ray examinations were made because of gastro-intestinal 
symptoms. In this group of 957 patients, 78 (12.27 per cent) were found to have 
hiatus hernias. Of the group of 100 patients with a clinical diagnosis of angina 
pectoris, 25 were found to have hiatus hernias. On careful study 7 of these 25 
patients were judged to have no demonstrable coronary artery disease. 

The majority of recent observers agree that most hiatus hernias are acquired 
conditions resulting from a congenitally large or incompetent esophageal hiatus. 
Symptoms appear as age increases and muscle loses its tone and stretch, and when 
increased amounts of intra-abdominal fat tend to increase intra-abdominal pressure. 

Opinion is varied as to whether there are typical symptoms caused by esophageal 
hiatus hernia and whether by these a positive diagnosis can be made. Symptoms 
may be mainly epigastric or thoracic, the latter being substernal pain, referred to 
the left shoulder and arm, shortness of breath, and difficulty in swallowing. A useful 
point in differentiating the symptoms of hiatus hernia from angina pectoris is the 
relief obtained in the former group by getting up and moving about. Even the 
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electrocardiogram of a patient with hiatus hernia may suggest myocardial disease. 
Our experience leads us to believe that x-ray study is warranted to substantiate 
the diagnosis of hiatus hernia. Special technics are necessary for this purpose, and 
pictures taken with the patient in the Trendelenburg position are part of this 
* procedure. The group of 7 patients with symptoms due only to hiatus hernias in 
the group of 100 is small, and yet it is evident that this condition must be kept in 
mind when a differential diagnosis of angina pectoris is being considered. 

A large percentage of these hernias respond to medical management, and oper- 
ative interference is not indicated until such management has been thoroughly 
tried. A bland diet of high caloric content, possibly given in from four to six feed- 
ings, is advisable. The patient should remain upright for two hours after eating. 
Sleeping at an elevation of 45 degrees will often prevent the distress at night, 
Antispasmodic drugs serve a useful purpose, especially atropine. Alkalis may also 
be helpful. Weight reduction should be effected in obese patients, and activities 
requiring bending and stooping should be eliminated. Reassurance to the patient 
that the symptoms are not due to heart disease is a great help in itself. 17 refer- 
ences.—-Author’s abstract. 


125. Esophageal Ventricular Leads in the Diagnosis of Lesions of the Left Ventricle. 
JOHN GODFREY, Olean, N. Y. Ann. West. Med. & Surg. 6:214-20, April, 1952. 


Ksophageal electrocardiographic studies were carried out upon 121 patients, of 
whom 30 were normal controls. The esophageal lead employed was a rubber tube 
carrying six electrodes at 5.0 em. intervals and so placed in the esophagus that 
tracings could be taken at 5.0 em. intervals from 35.0 to 60.0 cm. from the external 
nares. The Wilson central terminal was employed throughout, and in each patient 
three standard, six unipolar and three augmented unipolar extremity leads were 
recorded. 

Thirty normal subjects, aged 22 to 37, were studied. There was commonly 
found a supra-atrial pattern at the highest level (35 cm.), characterized by down- 
ward direction of the major deflections of P, ORS and T waves; an atrial pattern 
at the next two levels was marked by a diphasic or polyphasic P wave; and in the 
lower three leads, a pattern similar to that obtained over the left precordium was 
noted. Because of the marked variation in level from patient to patient in which 
these changes appeared, it was arbitrarily decided to classify all leads in which 
P showed an intrinsicoid deflection as “atrial” and all lower leads as “ventricular.” 
The highest “ventricular” level was considered to be transitional between atrial 
and ventricular leads. 

Records of thirty normal subjects showed the following features: 

1. Electrocardiographic position was vertical and semi-vertical ‘in 22; inter- 
mediate 7, indeterminate in 1. 

2. The highest ventricular level (transitional level) appeared at 45 or 50 em. in 
27 patients; at 40 em. in 1, and 55 cm. in 2 instances. 

3. At the highest ventricular (transitional) level a Q wave was found in 25 in- 
stances, ranged from 0.5 to 6.9 mm. in amplitude and from 1 per cent to 300 per 


OBSTETRICS AND GYNECOLOGY december 1952 ¢ 183 


cent of R in the same complex. There were ten cases in which O was greater than 
25 per cent of R at the transitional level. Q waves appeared at the lower ventricular 
levels in 24 instances but in no case exceeded 3.0 mm. in depth, 0.3 seconds in 
duration, or 25 per cent of the ensuing R. 

t. Although T was diphasic or inverted in ten cases at the transitional level, it 
was upright throughout in all ventricular levels below this with one exception. 

5. In 21 of 30 patients all EV (esophageal ventricular) leads showed a left 
ventricular pattern. 

Esophageal tracings were recorded in 78 cases, grouped into four classes as 
follows: Posterior myocardial infarction, 33 cases; left ventricular hypertrophy, 20 
cases; indeterminate group, 21 cases; anterior myocardial infarction, 4 cases. 

1. Posterior Myocardial Infarction: There were 33 instances of posterior in- 
farction, with autopsy confirmation in three. The EV lead was considered diag- 
nostic of posterior infarction if, in any lead below the transitional lead, the O wave 
measured 3.0 mm. or more in depth, .05 seconds or more in duration or 25 per cent 
or more of R in the same complex. Diphasic or inverted T waves were considered 
abnormal in any EV lead below the transitional level but not diagnostic of in- 
farction in the absence of a significant O. In 27 of 33 cases EV was essentially 
similar to aVF. In three instances aVF established the diagnosis where EV did 
not, In no instance was EV diagnostic of posterior infarction where a\ F was not, 

2. Left Ventricular Hypertrophy: In 15 instances EV was essentially similar to 
aVF. In 5 instances EV was definitely superior to aVF in recording the potentials 
of the posterior left ventricle and confirmed the diagnosis of left ventricular hyper- 
trophy. Due to the preponderance of horizontal position, left ventricular patterns 
were seen in the EV lead in only 6 of 20 patients. 

3. Indeterminale Group: Of 21 cases, EV was essentially the same as aVF in 17. 
In one instance aVF was superior to EV. In 3 instances EV was superior to aVF 
in portraying the posterior left ventricular region. 


1. Anterior Myocardial Infarctions: EN resembled aVF in all instances. 


Discussion: These studies show that, in the series of esophageal potentials 
recorded from the supra-atrial region above to the lower ventricular levels, there 
is a transitional level between atrium and ventricle. In the transitional zone deep 
() waves and inverted or diphasic T waves normally appear owing to the mixture 
of endocardial (transmitted through the atrium) and epicardial potentials. Due to 
the presence of this transitional zone, the EV lead was not found to be superior 
to lead aVF in demonstrating posterior infarction. It was also shown that the 
presence of a horizontal, semi-horizontal or intermediate electrocardiographic 
position almost invariably nullified the value of the EV lead, since right ventricular 
or transitional patterns appeared. However, the EV lead was found to be of 
definite value in exploring the status of the posterior left ventricle in patients with 
vertical or semivertical electrocardiographic position of the heart, in such con- 


ditions as left ventricular hypertrophy, incomplete antero-lateral infarction, peri- 
carditis and myocarditis. 19 references. 6 figures. 1 table. 
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TRAUMATIC SURGERY 


126. Clinical Aspects of Cold Injury. ¥. 1. MOWREY AND PETER J. FARAGO, Battle 
Creek, Mich. Mil. Surgeon 110:249-53, April 1952. 


Cold injury is trauma produced by exposure to cold and includes such entities 
as chilblains, immersion foot, trench foot, and frostbite. During the winter of 1950— 
1951, 593 patients suffering from frostbite were admitted to Percy Jones Army 
Hospital from Korea. Eighty per cent of these patients had either superficial or 
deep gangrene. The feet only were involved in 80 per cent; both feet and hands in 
16.8 per cent, and 3.2 per cent had involvement of the hands only. The effects of 
various vasodilators were studied, e.g., 1,000 mg. of procaine, roniacol tartrate, 
whiskey, priscoline orally and intramuscularly, 2 per cent nitroglycerine ointment, 
and hexamethonium. The latter was the most effective drug tested, both from the 
viewpoint of skin temperature elevation and the duration of action. Oral priscoline 
was the next most effective. The use of vasodilators made no apparent difference in 
the healing of the lesions, although the incidence of those requiring amputation 
proved to be lessened by the use of vasodilators. ACTH and cortisone were found to 
be ineffective in the treatment of frostbite. Ointments, particularly vaseline 
gauze, are contraindicated. Under conservative management with physical therapy, 
i.c., Buerger’s exercises and whirlpool therapy, the majority of patients were re- 
turned to duty. One hundred eighty-eight or 31.7 per cent of the patients required 
surgical procedures. The majority of these required amputation of digits only. 
table.— Author's abstract. 


127. Oloplasty: Reconstruction Afler Traumatic Loss. WILL1AM P. KLEITSCH, Omaha, 
Neb. Mil. Surgeon 110:337-39, May 1952. 


The reconstruction of a traumatically amputated ear is more productive of 


acceptable cosmetic results than otoplasty for congenital absence. This is largely 
due to the fact that the ear is seldom completely lost, and the part most frequently 
spared is the lobule. A case is described in which the traumatic loss of an auricle 
was reconstructed by the preparation of a postauricular skin flap with cartilage 
implants. 3 references. 3 figures.—Author’s abstract. 


MISCELLANEOUS 


128. The Indications for Radical Surgery in the Treatment of Head and Neck 
Cancer. ROBERT 8. POLLACK, San Francisco, Calif... Ann. Otol, Rhin. & 
Laryng. 61:96-106, March’ 1952. 


On the basis of past experiences some of the more familiar methods and technics 
have been far from satisfactory in the treatment of certain cancers of the head 
and neck and in the light of recent studies leave much to be desired. Newer sur- 
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gical approaches have, therefore, become more freely utilized in recent years. 
Despite the fact, however, that almost any tumor of the head and neck, regardless 
of its stage, can be resected by the experienced surgeon, enthusiasm for a procedure 
does not supplant mature judgment; resectability does not always mean operability. 

There are definite reasons and indications for performing radical surgery. These 
are: (1) for the relief of an immediate threat to life, such as imminent hemorrhage 
in an individual with an otherwise good prognosis; (2) for palliation in those in- 
dividuals where a good functional result may be expected for a reasonable length 
of time; (3) for the relief of complications following previous therapy; (4) for re- 
currence if adequate rehabilitation can be expected; (5) for cure of cancer along 
anatomic and pathologic lines and where a satisfactory result may be anticipated. 

Extensive operations designed for the treatment of head and neck cancer have 
as their underlying tenet the removal in continuity of the primary tumor and the 
lymph nodes to which that tumor has or will metastasize. 

The importance of removing a portion of the mandible in extensive operations 
for the treatment of intraoral cancer is supported by anatomic studies of the 
oral and neck lymphatics as well as by clinical experience. Early results of patients 
treated in this manner are gratifying as well as the results with radical surgery in 
treating cancers in other parts of the head and neck. 9 references. 6 figures. 
Author's abstract. 


BOOK REVIEWS 


Anesthesia for Thoracic Surgery. DR. HENRY K. BEECHER, Springfield, Il. Charles 
C. Thomas, 1952. 


This book is a practical review of anesthesia for thoracic surgery as performed 
at The Massachusetts General Hospital. It is very worthwhile reading, provided 
the reader keeps the previous statement in mind. Most of the references sub- 
stantiating the statements made are papers originating from the Anesthesia De- 
partment of the Massachusetts General Hospital. These references, naturally, 
support the procedures which the book advocates, and both sides of controversial 
issues are not presented with equal emphasis. It should be pointed out that 
methods of administration other than those stressed by the author may be equally 
satisfactory when given by anesthesiologists familiar with their use. Admittedly, 
the use of ether in chest surgery may be safer in the hands of a casual medical 
anesthetist or a nurse, but this agent may not be the one of choice by the specialist 
in anesthesia. 

The author, when writing of the person administering the anesthetic uses the 
pronoun “he.” Although this word would imply physician anesthesia, no specific 
mention of a medical anesthesiologist is made. The author might have appropri- 
ately emphasized that the medical anesthesiologist has been responsible for most 
of the recent advances in anesthesia which have made difficult chest surgery 
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possible and less tedious for the surgeon and safer for the patient. Today, most 
physicians doing thoracic surgery prefer medical anesthesia or at least medically 
supervised anesthesia. 

The advisability of placing an endotracheal tube for constant control of the 
patient’s airway and the use of tracheal aspiration during the anesthetic procedure 
is properly stressed. The pre- and postoperative care of the patient as emphasized 
in this book has great merit and should be worth reading by those performing 
chest surgery. 

The book is short and readable in two to three hours, which should make it 
appealing to the busy physician.—-Daniel C. Moore. 


Surgical Technique. steePHEN POWER, MLS., F.R.C.S. Philadelphia, J. B. Lippin- 
cott Company, 1951. 380 pages. 


This book satisfies a great need today in modern surgery. It supplies many 


of the details of the mechanism of carrying out surgical procedures. These essential 
minutiae are so often omitted from larger works on this subject. It is always of 
value to a surgeon to be able to profit by and utilize the fruits of extensive clinical 
experience of others. 

There are 27 chapters written by the author on most aspects of surgical practice. 
Mr. David LeVay wrote the chapter on Orthopedic Surgery and Mr. C, F, Critchely 
wrote that on the surgery of children. 

This book occupies an important niche in the development of the polished 
surgeon... G. M., Jr. 


Bulletin of the Hospital for Joint Diseases, Vol. 12, No. 2. Baltimore, Md., Waverly 


Press, Inc., 1951. 527 Pages. 


Volume 12 of the Bulletin of the Hospital for Joint Diseases is dedicated to Dr. 
Henry Jaffe, Pathologist and Director of Laboratories at the Hospital, to com- 
memorate the twenty-fifth anniversary of Dr. Jaffe’s association with the hospital. 
The volume opens with a biographic sketch of Dr. Jaffe written by his colleague, 
Dr. Samuel Kleinberg. This is followed by 34 essays on fundamental orthopedic 
problems written by medical friends and admirers of Dr. Jaffe. The volume should 
be of interest to all students and teachers of orthopedic surgery. Of particular 
interest to this reviewer were the articles on a “Study of Early Phases of Caleifica- 
tion in Bone with Radioactive Phosphorus” by Angrist, Schwarz, Brodie, and 
Shapiro; “Current Theories of Bone Salt’ Formation, with Special Reference to 
Enzyme Mechanisms in Endochondral Calcification” by Gutman; “Biological and 
Physiological Principles Governing the Evolution of Human Bone Transplants” 
by Horwitz, and “Physiopathology of Bone Tissue: the Ostocytes and Funda- 
mental Substance” by Rutishauer and Majno. The volume is a worthy tribute 
to an outstanding teacher of orthopedic pathology. 
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Pilling supplies the complete line of genuine 
Jackson bronchoscopes . . . the approved models, 
standard for use with all equipment in the stand- 
ard Jackson-type Clinic. 


Pilling makes every size and every type ot broncho- 
scope devised by Dr. Chevalier Jackson, and makes 
them—tor years of service—from Broncalloy. 


Broncalloy instruments are lighter, yet stronger— 
thin but rigid—smooth in surface, bite-proof and 
resistant to corrosion, distortion and damage. 
Standard Jackson Bronchoscopes, as illustrated, all 
sizes from 4 mm. x 20 cm. to9 mm. x 40 cm., with ? 


light carriers and 2 lamps. Light carriers are inter 
changeable in bronchoscopes of equal length 


Special sizes can be made to order. Consult us 


Order direct from 
George Pilling and Fon 
Company 
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INTRODUCTION 

The FIRST INTERNATIONAL CONGRESS OF BRONCHOESOPHAGOLOGY 
was held in Rio de Janeiro, August 28 and 29, 1952, in conjunction with the Second 
International Congress on Diseases of the Chest. Over twenty papers were presented 
by speakers from six different countries. 

The International Bronchoesophagological Society has been fortunate in making 
arrangements with the Washington Institute of Medicine for publishing the Trans- 
actions of this First Congress, and the first group of papers are published on the 
following pages in this issue of the QUARTERLY REVIEW OF SURGERY, OB- 
STETRICS AND GYNECOLOGY. Subsequently, additional papers will be pub- 
lished in the February, 1953, issue of the INTERNATIONAL RECORD OF MED- 
ICINE which will be received by all subscribers of the QUARTERLY REVIEW 
OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY, and fin- 
ally a Transactions Volume including all the papers will appear. 


The Second International Congress of Bronchoesophagology will take place in 


Belgium in June of 1953, under the presidency of Professor Fernand Eeman of Ghent. 
The Society now numbers over two hundred members, representing over 30 different 
countries. Anyone interested in becoming a member of this Society should com- 
municate with the Executive Secretary-Treasurer, Chevalier L. Jackson, 1901 Walnut 


Street, Philadelphia 3, Pa.--cHeEVALIER L. JACKSON 


FOREWORD 

The objective of the Quarrerty Review or OTORHINOLARYNGOLOGY AND 
BRONCHOESOPHAGOLOGY, now incorporated in the QUARTERLY Review OF SURGERY, 
OBSTETRICS AND GYNECOLOGY, is to bring together in one publication, in concise 
form, the essence of all that is published in otology, rhinology, laryngology, bron- 
chology and esophagology from the world’s voluminous literature, so that with a 
minimum of time and expense you are enabled to keep ‘abreast of the rapid progress 
in these special fields of medicine and surgery. 

The organization and simplification of the new data and the separation of the 
less significant findings from the important facts keep you continuously posted. 
The Quarrerty Review or OTORHINOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY 
brings you many new clinical discoveries—improved technics—-world-wide re- 
search—a vast fund of important data, all in concise form. 

The clinical facts presented here are systematically gathered from every avail- 
able source. They are condensed from more than 300 medical and surgical peri- 
odicals, transactions and special publications and are properly classified and 
indexed for quick reference. 

A section entitled “The International Record of Otorhinolaryngology and 
Bronchoesophagology” is included and consists of advanced experimental and 
clinical reports in otorhinolaryngology and bronchoesophagology. 
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Hamartoma of the Lung* 


Herman J. Moersch, M.D., Francis E. Donoghue, M.D., 
and John R. McDonald, M.D. 


DIVISION OF MBDICINE AND DIVISION OF SURGICAL PATHOLOGY 


MAYO CLINIC, ROCHESTER, MINNESOTA 


The introduction of the mass chest survey has focused attention on a group of 
patients in whom a circumscribed pulmonary lesion is found. The unorthodox 
term “‘coin lesion’’ has been applied to this type of lesion. In many cases the lesion 
produces very few symptoms or is entirely asymptomatic. Hood! found, in a study 
of 158 circumscribed pulmonary lesions in which the diagnosis was proved by ex- 
ploratory thoracotomy, that in 25 cases, or 16 per cent, the lesion was a hamartoma. 
McDonald and his associates,* in a study of 7,972 necropsies, found 20 hamartomas, 
an incidence of 0.25 per cent. 


GENERAL CONSIDERATIONS 


The term, “‘hamartoma,’’ which is derived from the Greek word meaning “to 
err, to fail,’’ was first applied to this lesion by Albrecht* in 1904. He meant the 
term to indicate that a hamartoma is a tumor-like formation containing an abnormal 
mixture of the normal components of the organ. The abnormality might take the 
form of a change in quantity, arrangement or degree of development, or it might 
comprise all three. Although Albrecht did not specifically apply the term to 


* Read at the First International Congress of Bronchocsophagology in Rio de Janciro, Brazil, August 
24 to 30, 1952. 


pulmonary tumors alone, the term “‘ ham- 
artoma”™’ at present is applied to benign 
solid tumors of the bronchus, which con- 
sist of benign mesodermal and benign 
epithelial elements. 
Grossly, hamartoma presents a rather 
characteristic appearance. It is usually a 
firm, solid tumor, grayish white in color, 
lobulated, and usually spherical or oval 
in shape (fig. 1). Microscopically, carti- 
lage is the predominant tissue. The 
Fic. 1. Gross appearance of a hamartoma. The cartilage may be hyaline, fibrous or 
lesion is sharply circumscribed and lobulated. elastic, and is arranged in islands, which 
accounts for the lobulated appearance of 
the tumor. A perichondrium (fig. 2) is present. This cartilage may undergo calci- 
fication in part, with transformation into bone, or it may undergo degeneration. 
Between the cartilaginous islands are connective tissue and other elements that go 
to make up the bronchus, such as fat, epithelium and smooth muscle, although all 
bronchial elements are not present in every hamartoma. 


NATURE OF PRESENT STUDY 


The present study ts based on a review of 35 patients who had proved hamartoma 
of the lung seen at the Mayo Clinic in the nine year period ending in January 1951. 
In 33 of these cases, the diagnosis was based on removal of the tumor at thoracotomy, 
and in 2 instances the tumor was removed endoscopically. Seventeen of the 35 
surgically proved hamartomas have been reported on previously by Lemon and 
Good.‘ Although only 17 hamartomas had been removed surgically during the 
six year period to January 1949, a similar number have been operated on from Janu- 
ary 1949 to January 1952. The present series of cases is of especial interest because 
in all the cases previous to 1949 the tumor had occurred subpleurally and in the 
substance of the lung. Although these tumors originate from the bronchi, in only 
1 case did the lesion appear to involve the bronchus. Since 1949, 3 additional cases 
have been found in which the tumor was primarily intrabronchial. 


CLINICAL ASPECTS 


Hamartoma, like most tumors of the lung, occurs more frequently in men than 
in women. Twenty-three of the tumors in this study were removed from men and 
12 from women, a ratio of almost 2:1. Hamartoma may be found at almost any 
period of life. The youngest patient in the presemt series was 21 years of age and 
the oldest, 67 years of age. The majority of patients were found to be in their fifth 
or sixth decade of life. No difference was discernible in the average age of the men 
and of the women. 


Hamartoma is characterized by the fact that it gives rise to few pulmonary symp- 
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toms. In 20 cases in the present study, or 57 per cent, the tumor was completely 
asymptomatic. Fifteen patients, or 43 per cent, had pulmonary symptoms which 
were thought attributable to the tumor. Cough was the most common symptom 
complained of and the most difficult to interpret in its relationship to the tumor, 
because most of the patients were smokers and could not be certain that the cough 
might not be due to tobacco rather than to the tumor. Thirteen of the patients 
gave a history of chronic cough. In only 2 instances was the cough of relatively 
recent onset. Three patients complained of thoracic pain, which became especially 
pronounced after the patient learned that a tumor had been found in the lung on 


Fic. 2. Microscopic appearance of a hamartoma. Note intermingling of carti- 
lage, respiratory type of epithelium, fibrous tissue, and fat (hematoxylin and 
cosin; x65 


roentgenologic examination. Six patients complained of dyspnea and 2 of he- 
moptysis. The pulmonary symptoms produced by hamartoma were largely dependent 
on the size of the tumor and its location. Tumors situated in the periphery of the 
lung usually were asymptomatic, whereas those situated nearer the hilus or im- 
pinging upon, or occupying, the lumen of the bronchus were more likely to produce 
symptoms. In all 4 of the cases in the present study in which the tumor impinged 
upon or involved the lumen of the bronchus, the patients had pulmonary symptoms. 


LOCATION AND SIZE OF TUMORS 
Hamartoma may occur in any portion of the lung. In this study it was found to 
be present more frequently in the right lung than the left. In 26 of the cases the 
tumor was in the right lung, and in 9 cases it was in the left lung. The tumors 
often were found under the pleura and in the interlobar fissure, but some occurred 
deep in the substance of the lung itself. In 3 cases the tumor was found to be en- 
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1.Pieural  tirely interbronchial; in 1 case it was free 
cavity. 
in the pleural cavity, being attached to 
the lung by only a small pedicle. 
The distribution of the tumors accord- 
ing to lobes is given in the third figure. 
The tumors varied considerably in size. 
In 1 case the tumor was found to occupy 
the entire lower lobe of the right lung. 
In approximately 90 per cent of the cases 
in the present study, the tumors varied 
: from 1.5 to 3 cm. in diameter. Un- 
doubtedly, many more hamartomas of 


Fic. 3. Distribution of 35 hamar- smaller size occur in the lung, but since 
tomas of the lung. they are small, are not detected in 
roentgenologic examination Conse- 


quently, surgical exploration is not done, and the tumors are discovered only at 
postmortem examination. 


ROENTGENOLOGIC AND BRONCHOSCOPIC ASPECTS 


Roentgenologic examination of the thorax is of paramount importance in calling 
attention to the presence of a hamartoma in the lung. In almost 60 per cent of the 
patients in the present study, the roentgenoloyic findings were the only clues to 
the presence of a pulmonary lesion. From the roentgenologic standpoint, hamar- 
tomas usually are found to. be well circumscribed, isolated tumors which must be 
distinguished roentgenologically from carcinoma of the lung, both primary and 
metastatic, adenoma of the bronchus, mesothelioma, thymoma, hemangioma, 
granuloma, bronchogenic cyst, and coccidioidomycosis, as well as pulmonary 
abscess, pneumonitis, and tuberculoma. A large hamartoma which contains calcium 
or bone can be diagnosed with reasonable accuracy in the roentgenogram alone 
(fig. 44 and 6). Unfortunately, most hamartomas are small. In only 8 of the 35 
cases of hamartoma in the present study did the roentgenologist report calcium in 
the tumor. In many cases, tomograms likewise failed to reveal calcium in the 
tumor. In most instances the nature of the lesion can only be suspected on the 
basis of its roentgenologic appearance. 

Since hamartoma, as the name implies, is a developmental anomaly, the natural 
supposition would be that such a lesion would be present in the lung over a con- 
siderable period. Yet, in 3 of the cases in the present study, roentgenograms of the 
thorax that had been taken 4, 10, and 13 years previously, respectively, did not 
demonstrate the tumor. In 1 case, a roentgenogram of the thorax did not show 
any abnormal change. Sufficient information and experience are not at hand to 
enable us to state the rate at which these lesions grow; but to judge from their 
frequent small size, it must be assumed to be extremely slow. In contrast to an 
intrapulmonary hamartoma, which the roentgenogram usually shows as a sharply 
circumscribed, solid lesion, a hamartoma occurring within the bronchus is more 
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likely to present the roentgenologic appearance, which is seen in association with 
obstructive pneumonitis or bronchiectasis. 

Lemon and Good‘ in 1950 wrote that bronchoscopy is of no value in the study 
of hamartoma. Time and increased experience have demonstrated that such an 
opinion is incorrect. In 3 of the 35 cases in the present study, bronchoscopy led 
to the establishment of the correct diagnosis; in 2 instances, it proved to be the 
means by which the hamartoma was successfully removed. Since it is not generally 
realized that hamartoma may occur primarily intrabronchially, and because bronchos- 
copy was necessary in establishing the correct diagnosis, the following 3 cases are 
reported in detail. 


REPORT OF CASES 


Case 1. A woman, 50 years old, had been observed for several years because of 
essential hypertension. Three days preceding her admission to the Mayo Clinic, 
while resting on a sofa, she felt something well up into the back of her throat, after 
which she expectorated approximately a half cupful of bright red blood. During 
the next half hour, she continued to clear her throat of small amounts of bright 
blood. She consulted her physician immediately. He made emergency roentgen- 
ograms of the thorax which, he reported, did not show any evidence of pulmonary 
disease. Several hours later, the patient again expectorated a small amount of 
bright red blood, and this continued for about 20 minutes. She was then referred 
to an otolaryngologist, who reported that he found blood in the patient's larynx 


Fic. 44 and 6. Roentgenologic appearance of hamartoma which contained calcium. 
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but was unable to determine its cause. The next day, after re-examination of her 
throat, he reported that the bleeding came from a ruptured blood vessel in the 
throat. As the bleeding continued, she was referred to the clinic for further study. 

At the time of examination at the clinic, this patient was found to have a systolic 
pressure of 200 and a diastolic pressure of 120, expressed in millimeters of mercury. 
Results of examination of the thorax were essentially negative. Roentgenologic 
examination of the thorax disclosed no abnormality (fig. 5). The sputum did not 
contain either tubercle bacilli or malignant cells. The reaction to the Mantoux 
tuberculin test, done with both single and second strengths, was negative. Broncho- 
scopic examination disclosed a smal! amount of blood coming trom the bronchus to 
the upper lobe of the right lung, and the bronchus itself was occluded by a blood 
clot. Removal of the clot was followed by bleeding, sufficient to prevent adequate 


Fic. 5 (left). Roentgenogram of thorax in case 1. No abnormality noted. 
Fic. 6 (right). Roentgenogram of thorax in case 2. Shows loss in volume of left lung, with clevation 
of left side of diaphragm. 


visualization. Biopsy of specimens of tissue taken from the upper lobe and cytologic 
study ot smears from the clot proved noninformative. Bronchoscopic examination 
was repeated two days later, and again a small amount of blood was found coming 
from the bronchus to the upper lobe of the right lung. Inspection of the upper lobe 
of that lung, both directly and by means of a right-angle telescope, showed a small 
tumor projecting into the bronchus to the upper lobe from the apical division of the 
bronchus. Grossly, the lesion resembled a small adenoma. A specimen of tissue 
taken for biopsy and smears and bronchial washings taken at the time of broncho- 
scopic examination were studied with negative results. 

Because of the situation of the tumor and its indeterminate nature, surgical treat- 
ment was advised and accepted. At operation a lesion could not be palpated in the 
upper lobe of the right lung, but, in view of the positive results of bronchoscopy 
and the clinical history, right upper lobectomy was performed. Examination of 
the removed upper lobe of the right lung showed a small tumor 4 by 3 by 2 mm., 
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projecting from the apical division of the upper lobe into the main bronchus of the 
upper lobe of the right lung. Adjacent to the tumor a defect was found in the wall 
of the bronchus, with a blood clot projecting through the defect from the parenchyma 
of the lung. 

Case 2. A man, 46 years old, had been well until, eight years previous to his 
admission to the clinic, he had noticed wheezing and shortness of breath when 
walking in cold air. Four years prior to his admission, the attacks of dyspnea and 
wheezing had begun to occur more frequently and were considered to be due to 
asthma. A persistent cough developed, and the patient began to expectorate from 
three to four teaspoonfuls of purulent sputum daily. During the four years prior to 


Fic. 7 (left). Gross appearance of tumor removed in case 2 
Fic. 8 (right). Microscopic appearance of tumor removed in case 2 (hematoxylin and eosin; x85). 


his admission, he had had episodes of fever during which his temperature would 
be elevated to 101 or 102 F. These would last from three to five days. During 
these episodes, the cough was usuaily worse but was unproductive, and, with the 
subsidence of fever, the cough again became productive. During the bouts of fever, 
he would notice an indefinite type of pain over the left posterior part of the chest. 
The patient had received repeated courses of chemotherapy and antibiotics for his 
difficulty, with only temporary relief of his symptoms. Epinephrine, aminophylline, 
and expectorants were found to be of little help. The patient had not lost weight. 
Roentgenologic examination of the thorax had been reported as showing changes 
in the base of the left lung. The patient was well developed, with a persistent, 
irritating, harsh cough, which was aggravated by changes of position. He had a 
moderate degree of clubbing of his fingers. When the patient was tipped forward, 
he brought up a characteristic bronchiectatic type of sputum. The left side of the 
chest was found to lag slightly behind the right on deep inspiration. There was 
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dullness to percussion over the left and lower half of the thorax posteriorly, with 
a decrease in breath sounds and the presence of scattered coarse rales over the area. 


Roentgenologic examination of the thorax (fig. 6) was reported as showing some 
loss in volume in the left lung, elevation of the left side of the diaphragm, a shift 
of the heart to the left, and evidence of thickened pleura. Examination of the 
sputum for tubercle bacilli and cytologic examination of the sputum for malignant 
cells gave negative results. Bronchoscopy, with the patient under the influence of 
local anesthesia, disclosed a small, smooth polypoid tumor mass in the bronchus 
to the lower lobe of the left lung. This tumor partially obstructed the lumen. 
The tumor mass was removed with forceps, after which a considerable amount of 
purulent secretion welled up from lower down in the lower lobe of that lung. After 
aspiration of this secretion, a large lesion could be seen in the depths of the lower 
lobe of the left lung, completely occluding the bronchus to that lobe. This tumor 
mass was found to be extremely hard. When an attempt was made to engage the 
mass with the instrument, in order to remove tissue for microscopic examination, 
a grating sensation was noted. After considerable difficulty, a tumor which was too 
large to extract through the bronchoscope was removed, along with the broncho- 
scope, from the lower lobe of the left lung. The tumor was lobulated and very 
hard; it was 1.5 by 2 cm. (fig. 7). Microscopic examination proved it to be a hamar- 
toma (fig. 8). The small tumor first removed proved to be granulation tissue. 
Because the lower lobe of the left lung had not been thoroughly visualized at the 
examination, bronchoscopy was repeated a few days later. A second large hamar- 
toma, measuring 1.3 by 4 by 1.5 cm., was removed from the lower lobe of the same 
lung. Subsequent bronchoscopy, a week later, showed the lower lobe on that 


side to be clear, with only a slight amount of purulent material coming from it. 
After removal of the second hamartoma, roentgenograms of the thorax were re- 
ported as showing the lower lobe of the left lung better aerated than previously 


Fic. 9 Cleft Bronchogram of lung in case 2, after removal of two hamartomas 
Fic. 10 (right). Roentgenogram of thorax in case 3, showing contracted middle lobe of right lung 
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Fic. 11 Cleft). Gross appearance of hamartoma removed bronchoscopically in case 3. 
Fie. 12 (right). Microscopic appearance of hamartoma removed in case 3 (hematoxylin and eosin; x100). 


and that the left diaphragm had returned to its normal level. Bronchograms made 
at this time disclosed cylindric bronchiectasis involving the lower lobe of the left 
lung, with some loss in volume (fig. 9). The patient's pulmonary symptoms com- 


pletely disappeared after removal of the second hamartoma. It is difficult to say 
whether or not the bronchiectasis that remained as a result of the hamartomas will 
cause later difficulty. It is of interest that two hamartomas of such size should 
not have been discernible in roentgenologic examination of the thorax. 


Case 3. A woman, 61 years old, gave a history of chronic cough of many years’ 
duration, with expectoration of small amounts of purulent material. Six months 
before coming under observation, she had spit up a small amount of blood for the 
first time; this experience had been repeated on several occasions since. 

Roentgenologic examination of the thorax disclosed a contracted middle lobe of 
the right lung (fig. 10). The sputum contained neither tubercle bacilli nor malignant 
cells. Bronchoscopy disclosed a pedunculated tumor arising from the anterior 
medial wall of the bronchus intermedius on the right side. The tumor completely 
obstructed the bronchus to the middle lobe. It was removed with ease (fig. 11). 
It proved to be a small hamartoma (fig. 12). 


COMMENT 


Although cytologic examination of the sputum is of no value in the study of 
hamartoma of the lung, it is a procedure that always should be utilized in circum- 
scribed lesions of the lung, for experience has demonstrated that, clinically, it is 
impossible to distinguish between hamartoma, carcinoma, granuloma, adenoma, 
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and other circumscribed pulmonary lesions. Cytologic study often may be the key 
to separation of malignant lesions from nonmalignant ones. 

If it were possible to be certain of the exact diagnosis of a hamartoma of the lung, 
and the tumor did not impinge upon or involve the lumen of a bronchus, it might 
be justifiable to advise against surgical removal of such lesions, for seldom, if ever, 
do they undergo malignant change. Unfortunately, as has been pointed out, it is 
impossible in most instances to make a positive diagnosis of hamartoma on the 
basis of clinical and roentgenologic observations alone. Hence, surgical removal 
of the tumors must be advised because thus far it is impossible to distinguish them 
from malignant tumors. If the tumor is located in the lumen of the bronchus, it 
can be removed most satisfactorily by endoscopic means. 


CONCLUSIONS 


Hamartoma is a benign tumor composed of an abnormal mixture of the normal 
components of the bronchus. It comprises approximately 16 per cent of solitary 
circumscribed lesions of the lung. It is usually asymptomatic; but if it impinges 
on or involves the lumen of the bronchus, it will give rise to pulmonary symptoms. 
It occurs more frequently in men than in women, in a ratio of almost 2 to 1. It can 
occur at any period of life but is most frequently seen in middle age. Hamartomas 
seldom, if ever, undergo malignant change. Although roentgenologic examination 
of the thorax in most cases will reveal a circumscribed, solid lesion in the thorax, 
the diagnosis cannot be more than suspected by this means unless calcium is present 
in the tumor. In most cases, calcium cannot be detected in roentgenologic examina- 
tion. In 3 of 35 cases of proved hamartoma in the present study, the lesions were 
found to involve the bronchial tree. 


SUMMARY 

The results are presented of a study of 35 surgically proved cases of hamartoma 
of the lung seen at the Mayo Clinic in a nine year period ending in January 1951. 
Grossly, hamartoma presents a rather characteristic appearance. It is usually a 
firm, solid tumor, grayish white in color, lobulated, and usually spherical or oval 
in shape. Microscopically, it is composed of elements that go to make up the 
bronchus, with cartilage the predominant tissue. It occurs twice as frequently in 
men as in women. It may occur in any portion of the lung but is most frequently 
found under the pleura and in the interlobar fissure. In 3 of the 35 patients, the 
tumor was found within the lumen of the bronchus, and in 2 of these 3 patients 
the tumors were removed by endoscopic means. In the remainder of the cases the 
tumors were removed surgically by a transthoracic approach. In 57 per cent of 
cases the tumor was completely asymptomatic. In almost 60 per cent of the cases 
in the present study, roentgenologic findings were the only clues to the presence of 
a pulmonary lesion. Hamartomas seldom, if ever, undergo malignant change. 
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HAMARTOMA DEL PULMON 


Presentamos los resultados de un estudio de 35 casos de hamartoma del pulmén 
vistos en la Clinica Mayo durante los nueve afios previos a enero de 1951, y todos 
ellos comprobados quirirgicamente. Macroscépicamente los hamartomas presentan 
un aspecto muy caracteristico. Se trata generalmente de un tumor sdlido, firme, de 
color blanco grisaceo, lobulado y de forma por lo regular esférica u oval. Micros- 
cOpicamente se compone de todos los elementos que entran en la formacion del 
bronquio, siendo el tejido predominante el cartilaginoso Se presenta dos veces 
mas frecuentemente en hombres que en mujeres. Puede encontrarse en cualquier 
porcién del pulmén, pero mas frecuentemente es visto cerca de la pleura y en las 
cisuras interlobulares. De los 35 pacientes, en 3 el tumor se encontré dentro de la 
luz bronquial, y en dos de ellos fué extirpado por via endoscépica. En el resto de 
los casos se practic6 extirpacién quirargica transtoracica. Cincuenta y siete de 
los pacientes se encontraban asintomaticos. En 60% de los casos, los hallazgos 
radiolégicos fué lo nico que indicé la presencia de la lesién pulmonar. Los 
hamartomas muy rara vez, si acaso, sufren degeneracién maligna 


HAMARTOME PULMONAIRE 


Présentation des résultats d'une étude de 35 cas d"hamartéme pulmonaire prouvés 
chirurgicalement, rencontrés 4 la Mayo Clinic, durant une période de neuf ans, 
finissant en janvier 1951. En gros, l‘hamartéme présente un aspect plutdét caractér- 


istique, habituellement une tumeur ferme, solide, de couleur blanc-grisatre, lobulée 
et habituellement sphérique ou de forme ovale. Microscopiquement, il est formé 
d'éléments qui s'assemblent pour former la bronche, le cartilage étant le tissu pré- 
dominant. II se rencontre deux fois plus souvent chez l'homme que chez la femme. 
Il peut apparaitre dans n'importe quelle portion du poumon, mais le plus souvent 
la plévre et dans une fissure interlobaire. Chez 3 des 35 patients, la tumeur fut trouvée 
dans la lumiére bronchique, et chez 2 de ces 3 patients, les tumeurs furent extirpées 
par voie endoscopique. Chez les autres, les tumeurs furent enlevées chirurgicalement 
par voie transthoracique. Dans §7% des cas, la tumeur était complétement asymptd 

matique. Dans prés de 60 “% des cas de cette présentation, la présence d'une lésion 
pulmonaire ne fut décelée que par la radiographic. Rarement, si jamais, |"‘hamartéme 
ne devient malin. 
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Boeck’s Sarcoid — Diagnosis and Treatment 
CASE REPORT 


S. Eugene Dalton, M.D., F.A.C.S. 


ATLANTIC CITY, N. J. 


This is a case report of a Negro girl, 20 years of age, from Virginia. She was 
admitted to the Atlantic City Hospital in September 1950. Previously, on routine 
x-ray examination, while attending college in 1947, cloudiness of her lungs was 
discovered. At that time she had generalized adenopathy. Three biopsies were 
performed during this period, two from the cervical lymph nodes and one from 
the epiglottis. Review of the slides suggested the possibility of Boeck’s Sarcoid 
The patient had persistently negative tuberculin tests and remained asymptomatic 
About one year later she was given a course of streptomycin therapy for three months 
and a short course of x-ray therapy to the cervical region. 

A few months afterward she developed a mass in the right ischium, also swelling 
and lesions of the skin and mucous membrane and left conjunctiva. Generalized 
adenopathy was essentially unchanged. 

In October 1949, the patient was transferred to a hospital in New York City 
Physical examination. revealed a fluctuating mass in the right buttock. This mass 
was aspirated and thick green pus obtained. The third aspiration of this mass 
revealed acid-fast bacilli with positive guinea pig culture. The patient ran a low- 
grade fever up to 102 degrees. She was placed on dihydrostreptomycin and bed-rest. 
After three weeks the temperature became normal and remained so for the rest of 
her stay in the hospital. The skin lesions were essentially unchanged. Supra- 
clavicular adenopathy increased while under observation. Fluctuation of the mass 
in the right buttock diminished. 

Laboratory data were essentially normal except for an elevation of the sedimenta- 
tion rate. However, the tuberculin test was positive at this time. Cultures from 
the mouth lesion and repeated aspirations from the mass in the right buttock were 
negative for acid-fast bacilli. 

X-ray of the chest revealed adenopathy of the hilar region, while laminography 
of the sacroiliac region showed a sharply defined osteoporosis of the left iliac bone 
posteriorly, probably tuberculous in nature. Gastro-intestinal x-ray examination 
was negative. 

For two months the patient received para-aminosalicylic acid and during one 
month she received promizole, all in conjunction with dihydrostreptomycin. She 
was also given a series of 20 x-ray treatments for the cervical adenopathy. 

In February 1950, the patient was transferred to another hospital in New York 
X-ray of the chest conformed with previous x-ray findings. X-ray of the spine, 
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skull, paranasal sinuses, and pelvis was as follows: The spine was negative; there 
was marked thickening of the epiglottis and of the aryepiglottic folds; the vocal 
cords had a fairly normally balloon-shaped appearance and showed no evidence of 
intrinsic disease. However, examination of the paranasal sinuses revealed a left 
frontal, ethmoid, and maxillary sinusitis. Examination of the pelvis revealed a 
sharply delimited, oval area of destruction within the body of the right itlium, sur- 
rounded by a sclerotic zone. There was also noted a small rounded area of de- 
mineralization in the inferior aspect of the left ilium. It is interesting to note that 
the end of the proximal phalanx of both fingers showed a slight cystic expansion 
of the shafts. These changes, although not considered to be characteristic, may 
nevertheless be indicative of sarcoidosis. Both feet were negative. 

Laryngoscopy showed marked thickening, narrowing, and red granular appear- 
ance of the epiglottis. False vocal cords appeared somewhat swollen. On the 
left cord, there was a small mass of granulation tissue. 

Examination of the left eye showed a beefy red mass, covering the entire superior 
quadrant. There was vascularity on the cornea and several such areas on the con- 
junctival surface. The right eye showed moderate injection of the upper palpebral 
conjunctiva. Swab cultures of the left eye were negative for tuberculosis, while 
the catheterized specimen of urine was also negative. 

Microscopic diagnosis of biopsies taken from the skin lesions was basal cell epi- 
thelioma, with no acid-fast bacilli present 


The pulse rate was increased, and the temperature was slightly elevated. 
The patient entered the Atlantic City Hospital in September 1950, complaining 


of weakness, vertigo, shortness of breath, and difficulty in talking. 

Physical examination revealed areas of redness covered with scab formation on 
the face, external ears, posterior part of the neck, and upper right arm. She had 
lacrimation and photophobia of both eyes, and the sclera of the left eye was red- 
dened. Breath sounds were increased in both lungs and some scattered rales were 
present with chronic unproductive cough. 

X-ray of the chest showed enlargement of para-tracheal and tracheo-bronchial 
lymph nodes, bilaterally. A sagittal view of the pelvis failed to disclose intrinsic 
organic bone lesion. There was rarefaction of both metatarsals, moderately ad- 
vanced on the left and mild on the right. 

The Mazzini test was negative. Blood Serum. total protein was 7.1 Gm., albumin 
3.6 Gm., globulin 3.5 Gm., sedimentation rate was 27 mm. 

Treatment during this period consisted of bed-rest, forced feeding, five units of 
insulin, and 1 mg. of dihydrostreptomycin daily. 

Two months after admittance to the hospital, the patient developed an asthmatic 
type of breathing, which increased in severity for the next 10 days and on November 
27, 1950, she suddenly showed evidence of respiratory obstruction. She was referred 
to the bronchoscopic department for emergency bronchoscopy. 

Mirror examination showed the larynx to be almost totally stenosed. There was 
a small opening at the anterior commissure. The arytenoids and aryepiglottic folds 
were obliterated as well as the epiglottis. Along the line of closure the tissue ap- 
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peared to be pale in color and of a fibrous nature. The surrounding mucous mem- 
brane was red and inflamed. 

Direct laryngoscopy by means of the anterior commissure laryngoscope verified 
the above findings. 

A firm plug of mucus partially obstructing the small opening at the anterior 
commissure was removed with the suction tube, allowing the patient to breathe a 
little more easily. 

Pressure with the tip of a bougie could not penetrate the stenosed larynx. An 
incision was made from the small opening at the anterior commissure down to the 
posterior commissure. An aspirating tube was then passed through the opening 
into the trachea. A considerable amount of mucuopurulent secretions was aspirated, 
and‘a specimen sent to the laboratory for examination. 

The stenosis of the larynx and destruction of the epiglottis, arytenoids, and vocal 
cords was probably due to infection and irradiation for the control of the diseased 
cervical lymph nodes. Soft tissue studies of the cervical region failed to disclose a 
soft tissue mass. The bones showed no evidence of intrinsic disease. 

An x-ray study of the chest, at this time, showed evidence of pulmonary infection. 

In order to keep the larynx patent, it was necessary to dilate it weekly by bouginage 
before passing the bronchoscope for aspiration of the tracheo-bronchial secretions 
and the instillation of medication. 

This procedure combined with general systemic treatment produced a slow but 
steady improvement in the patient’s general condition and especially that of the 
lungs. However, our method of treatment did not prevent the larynx from closing 
within one week after each dilatation. Repeated examinations of the laryngo- 
bronchial secretions were negative for acid-fast organisms. At this time her basal 
metabolic rate was 18 minus. On February 8,195], the patient was given 300 mg. 
of cortisone. This same dosage was repeated daily for five days. The dosage was 
then reduced to 100 mg. daily for six days and then discontinued. 

The patient made a rapid improvement. She gained 11 pounds in weight. Her 
respirations became normal. The larynx remained patent and had good function. 
There was a slight regeneration of the epiglottis and arytenoids. The voice was 
good but one octave lower than normal. The lungs became completely clear. 

She was discharged from the hospital on March 27, 1951. She re-entered the’ 
university last October and graduated in June as an honor student. 

The patient reported to the Atlantic City Hospital a few weeks ago for a check- 
up, and we found her to be in good health. 

(A short kodachrome motion picture of the larynx showed its function, the sur- 
rounding tissue, and the beginning regeneration of the epiglottis and arytenoids. ) 


SUMMARY 
A 24 year old Negro girl, born in Virginia, presents the usual differential diagnostic 


problems of Boeck’s Sarcoid. In 1947 on routine x-ray examination the patient's 
lung fields were found to be cloudy. She had generalized adenopathy, particularly 
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of the cervical lymph nodes. Later, characteristic eye symptoms were noted. Also 
brownish red, circumscribed skin lesions about the face and extremities. Still later 
the patient developed a mass in the right ischium, which was incised, drained, and 
secretions examined. There was also involvement of the pharyngeal and laryngeal 
mucosa. Biopsies were taken from the epiglottis for pathological studies. In 1950 
the patient developed stenosis of the larynx presenting a difficult problem in treat- 
ment but terminating in complete recovery. 


SARCOIDE DE BOECK 

Uma jovem de cér, de 24 anos, nascida em Virginia é apresentada para se discutirem 
os problemas do diagndéstico diferencial da Sarcoidose de Boeck. A paciente apresen- 
tava adenopatia generalizada particularmente cervical, com sintomas oculares ¢ 
epidérmicos (lesdes na pele de tonalidades pardacentas ¢ avermelhadas). Mais tarde 
apresentou massa tumoral no esterno que drenada apresentava secregéo. Envolvi- 
mento do faringe ¢ da laringe. Bidpsia da epiglote para estudos patolégicos. Apesar 
de desenvolver estenose laringéia a paciente foi recuperada. 
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ABSTRACTS 


bronchology 


63. Newer Palliative Measures in the Management of Inoperable Bronchogenic 
Carcinoma, EDGAR MAYER AND BERNARD ROswit, New York, N.Y. Dis. of 
Chest 27:491-512, May 1952. 


The significant and steadily increasing number of patients with inoperable 
bronchogenic carcinoma makes it mandatory that every possible new palliative 
measure be employed whenever feasible, to contribute towards the maintenance of 
their comfort and their useful activity as long as possible. Newer methods of 
treatment are now available, providing excellent means of palliation, occasional 
prolongation of life, and even a rare chance for cure. These newer and more prom- 
ising palliative measures are reported by the authors from a world-wide survey, as 
well as from their own experience with nearly 700 cases in both hospital and office 
practice. These measures include (1) precision crossfire roentgen therapy, “grid” 
x-ray treatment, rotation therapy, optimum dose-time formula, control of local 
and systemic reactions, supervoliage x-ray and particle beams, and radioactive 
colloidal gold; (2) nitrogen mustard (HN2) intravenously and intrapleurally; 
(3) neurosurgical procedures including palliative resections, nerve blocks, neu- 
rectomy, cordotomy, and pre-frontal lobotomy: (4) medical procedures, newer 
antibiotics, narcotics, dietary supplements including lipo-mul and cortisone. The 
authors have included a number of case reports, including roentgen rays illus- 
trating the direct application of roentgen ray therapy and nitrogen mustard, 
particluarly. 40 references. 6 figures. 1 table.--Author’s abstract. 


64. Evaluation of loduron B in Bronehography. 1. A Preliminary Sludy on Animal 
Tissues. Ww. HENTEL, Albuquerque, New Mex., M. B. COHEN AND L. €. BRAND- 
ENSTEIN, Kerrville, Texas. Dis. of Chest 27:280-85, March 1952. 


In 1948 Fischer described a means of visualizing the bronchial tree, utilizing a 
water soluble contrast medium known as loduron B. Inasmuch as the effects of 
this contrast medium upon tissues of the body were not thoroughly investigated, 
a series of animals were subjected to loduron B tracheal instillation, to ascertain 
whether or not any residual tissue damage was present. 

Six groups of animals (guinea pigs) were observed. Each group consisted of 
four test animals and two control animals from the same litter. All test animals 
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were given 0.3 cc. loduron B directly into the trachea with x-ray demonstration 
of the contrast medium in the bronchial tree. The animal groups were sacrificed 
at intervals of 48 hours, two weeks, three weeks, six weeks, twelve weeks and 
fifty-two weeks after instillation of loduron B, and histologic examination was 
performed on lungs, heart, liver, kidneys and bladder. 

Comparison of test animals with controls of the same group demonstrated the 
following pertinent findings: (1) A distinet peribronchiolar and perivascular pul- 
monary lymphocytic infiltrate was present after 48 hours but absent in animals 
that had lived for 2 weeks or longer; (2) Animals that had lived at least two weeks 
demonstrated a renal cortical lymphocytic infiltrate which could not be visualized 
in animals living three weeks or longer. Test animals living longer than three weeks 
and up to one year, showed no evidence of tissue damage or infiltrate. 

It was the impression of the authors that the histologic tissue changes described 
above were purely transitory in nature and that loduron B, instilled in the bron- 
chial tree, did not produce evidences of permanent tissue damage. 3 references. 
5 figures.—-Author’s abstract. 


65. Bronchogenie Carcinoma. Ils Frequency, Diagnosis, and Early Treatment. 
ALTON OCHSNER AND PAUL T. DE CAMP, New Orleans, La., M. BE. DE BAKEY, 
Houston, Tex., and c. 3. Ray, New Orleans, La. J. A. M. A. 148:691-97, 
Mar. 1, 1952. 


Bronchogenie carcinoma is increasing more rapidly than any other eancer in the 
United States. In the last 11 years deaths from cancer of the lung increased 4.6 
times as rapidly as deaths from all forms of cancer. Studies by Wynder and 
Graham, Doll and Hill and others, indicate that the incidence of heavy cigarette 
smoking over a number of years is significantly higher among persons developing 
bronchogenic carcinoma than in the comparable population at large. There has 
been a distinct parallelism in this country between the sale of cigarettes and the 
incidence of bronchogenic carcinoma. It is estimated that if this parallelism con- 
tinues, the death rate from bronchogenic carcinoma in 1970 will be 29.4 per 100,000 
population or a total of 47,000 deaths. This will represent 18 per cent of all cancer 
deaths. 

In our resected cases the average duration of symptoms on admission was 12.3 
months. The incidence of localization of the carcinoma to the lung at operation 
was 10 per cent, whereas in Overholt’s series of asymptomatic cases, localization 
of the disease was present in 75 per cent, and all lesions were resectable. 

Bronchogenic carcinoma occurred somewhat more frequently among white than 
nonwhites. It was eight times as common in men as in women, and occurred 
chiefly in the fifth, sixth and seventh decade. Over half the tumors occurred in the 
upper lobes. Fifty per cent were epidermoid carcinomas, 30 per cent were un- 
differentiated, and 20 per cent were adenocarcinomas. 

Symptoms usually began insidiously and consisted of one or several of the follow- 
ing symptoms: cough, weight loss, chest pain, hemoptysis, respiratory infection, 
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dyspnea and weakness. The diagnosis is usually easily established if it is suspected. 
Roentgenography demonstrates the lesion in the vast majority of cases and, in 


most instances, before symptoms develop. In our series the diagnosis was proved 


by bronchoscopic biopsy in 38 per cent, and cytologic examination was positive for 
tumor cells in 68 per cent of 112 cases of proved bronchogenic carcinoma. In 20 to 
25 per cent of the cases, exploration of the thorax was required to establish the diag- 
nosis. Exploration is required whenever a pulmonary lesion is present, and a 
primary carcinoma cannot be excluded. 


Treatment consisted of pneumonectomy with complete en bloc removal of all 
the mediastinal lymph nodes. We feel lobectomy is indicated only in the presence 
of insufficient respiratory reserve. In our series of 948 patients, 59 per cent were 
operable; 35 per cent were resectable; 28 per cent survived resection, and only 6 
per cent were alive at the end of five years. The overall operative mortality rate 
was 20 per cent. This has been reduced to 17 per cent during the past three years. 


The low, five year survival rates are due chiefly to the longstanding and extensive 
disease present at operation. It is imperative that bronchogenic carcinoma be 
suspected early and the patients brought to surgery promptly. 
figures.—-Author’s abstract. 


21 references. 


Bronchoscopic Removal of a Foreign Body With The Aid of Triangulation 
Roenlgenoscopy. ALFRED A. DORENBUSCH AND WENDELL E. ROBERTS, Char- 


lotte, N.C. Ann. Otol., Rhin. & Laryng. 67:83-89, March 1952. 


The triangulation roentgenoscope consists of two tubes under the table on a 
single carriage so that the central ray of either tube may be adjusted to any de- 
sired angle (cross fire for triangulation). 


Having two tubes activated simultaneously and with their central rays inter- 
secting, two images of the foreign body will be produced on the fluoroscopic screen 
at all times. Then, when the forceps or magnet are introduced into the field, 
there will be two images of the forceps or magnet. When the forceps or magnet 
are introduced into the proper plane (the same plane as the foreign body), the 
distance between the foreign body shadows and the forceps or magnet shadows 
will be the same. This is true because the triangles formed by the intersecting 
rays both to the foreign body and the forceps or magnet are identical in size. All 
variations in position of the forceps or magnet in relation to the foreign body can 
be seen at a glance on a single fluoroscopic screen. 

The case of a magnetic escutcheon nail in the posterior basal segment of the 
right lower lobe bronchus and its successful bronchoscopic removal by the Alnico 
magnet with the aid of triangulation roentgenoscopy illustrates the practical 
application of the method. 7 references. 6 figures.—Author’s abstract. 
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esophagology 


67.  Tracheoesophageal Fistula. Value of Immediate Diagnosis, with Report of a 
Case. GERALD N. wetss, Lake Charles, La., and c. J. MIANGOLARRA, New 
Orleans, La. J. A. M. A. 148:732-34, March 1, 1952. 


This report is presented to illustrate the value of immediate diagnosis in effecting 
a cure in an infant with this anomaly. The patient with a tracheo-esophageal 
fistula was operated upon when just over 6 hours old, representing the youngest 
surgically treated case described in the literature of this condition. 

Paramount in the treatment of this congenital anomaly is early diagnosis, as the 
infant’s greatest hope rests with the physician who sees the newborn during the 
first 15 minutes of life. The condition may be suspected when it is impossible to 
get the babe “dry” in spite of repeated aspirations of saliva and mucous from the 
mouth. Excessive salivation and frothy mucus continue to occur at the mouths 
of infants so affected, and violent coughing with choking episodes is not uncommon. 

When this picture is present, a No. 8 or No. 10 French catheter should be passed 
gently, while the baby is yet in the delivery room, through the oropharynx into the 
esophagus until a point of obstruction is encountered. Prompt roentgenographic 
studies with 2 to 3 cc. of iodized oil may then be carried out to confirm the diagnosis. 

Once early diagnosis is made, immediate surgery is indicated. In those cases in 
which the diagnosis is established before the infant is more than a few hours old, 
there has not, as a rule, been time for the development of pneumonitis, which in- 
variably complicates the condition. The resistance of the infant and the state of 
hydration are such that surgery can be performed with least risk and a minimum of 
replacement and supportive therapy. Where primary end-to-end anastomosis of 
the esophagus can be accomplished, it is unnecessary to do preliminary or sub- 
sequent gastrostomy, as illustrated by the case presented. Postoperatively, the 
infant’s “dry mouth” is in sharp contrast to that preoperatively. A few cc. of 
iodized oil is given 36 to 48 hours postoperatively and the patency of the esophagus 
is assured before water and feedings are begun. Normal formula requirements can 
be met in two weeks. 

A case report illustrating these facts is presented and the baby, now over a year 
old, is progressing well and growing normally with no evidence of pulmonary or 
esophageal disease. 5 references. 2 figures.—Author’s abstracl. 


68. Rupture of the Esophagus Induced by Vomiting. ALAN R. SMALL AND LINN J. 
Boyp, New York, N. Y. Am. J. Digest. Dis. 10:73-79, March 1952. 


Although symptoms referable to the alimentary tract were present in 17 of 23 
consecutive patients prior to “spontaneous” rupture and microscopic lesions were 
found in the esophageal muscle in many other patients, the fiction of spontaneity 
has practical value in emphasizing the occurrence of this fatal catastrophe after 
slight exertion in the absence of known esophageal disease. 
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Most of the patients are between 30 and 60 years old and the average is near 42. 
The accident occurs principally in males and usually is initiated by natural or 
induced vomiting shortly after excessive eating and drinking. 

The laceration begins near the level of the diaphragmatic hiatus and extends 
longitudinally for 3 to 4 cm. through all layers of the esophagus to enter the medi- 
astinum, as a rule, along the postero-sinistrad aspect of the esophagus and hence 
into the left pleural cavity. Occasionally two lacerations are present and rarely 
rupture occurs in the right pleural cavity; both cavities may be involved simul- 
taneously or by extension. 

The mucosal tear is regularly longer than the muscle laceration and often a 
small ulcer is found at the lower end of the tear. Many observers are inclined, on 
the basis of experimental as well as microscopical evidence, to explain the rupture 
in terms of a functional or structural change in the esophageal muscle. A prom- 
inent role is given to the failure of the tube to relax properly when a large volume 
of food and liquid is ejected. Among the structural factors are listed fixation of the 
esophagus at the hiatus, along the right pleura, the absence of voluntary muscle 
in the lower third, the curve of the esophagus to which may be added the points 
of entrance of esophageal arteries and the attachments of the esophagus to pre- 
vertebral fascia along the right posterior surface of the esophagus. Among the 
pathologic changes which may contribute are mucosal erosions of variable origin, 
ulceration, esophagitis or recent as well as old alterations of the muscle. The 
alterations may be minimal and escape even a careful search. 

An examination of all case records suggests to the present writers that no single 
mechanism is invariably responsible and presumably alterations of the mucosa, of 
the muscle or both, may be important in a particular instance. 

The possibility of spontaneous rupture of the esophagus should be entertained 
when excruciating low substernal or high epigastric pain immediately follows 
vomiting. The pain may extend to the left chest, to the back or interscapular 
region. It is constant and scarcely influenced by morphine. Ordinarily vomiting 
is not repeated and swallowing may not be affected. The abdomen may be rigid 
to the level of the umbilicus but tenderness is often absent. Examination may be 
difficult when pain forces the patient to move continually or a sitting position is 
maintained. Shock rapidly supervenes. 

Since a ruptured abdominal viscus is suspected owing to pain, rigidity and pre- 
vious history of some patients, x-ray examination for subdiaphragmatic air is 
usually undertaken and proves negative. If films of the chest are obtained a 
mediastinal emphysema can be detected or, later, a rapidly accumulating left 
hydropneumothorax. Paracentesis of the pleural cavity yields gastric contents 
which are diagnostic if gastric herniation is excluded. Subsequently subcutaneous 
cervical emphysema appears; this is also pathognomic for such emphysema de- 
velops in no other syndrome presenting a similar clinical picture. 

Death occurs, as a rule, within 30 hours, although two patients have survived 
for several days. 

Definitive surgical treatment would be lifesaving if undertaken early. LO refer- 
ences. | figure.—-Author’s abstract. 
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